
 

 
 
 
 
 
 
 
 
 

Health Packet 
 

• New Students: This health packet must be completed as part of your enrollment 
• Returning Students: Must complete the parent section as outlined below. In addition, it is recommended that 

all students get an updated physical yearly. 
• Please refer to the following table for completion 

 
Parents 

Must complete: 
Pediatrician 

Must complete: 
 Page 2 – Section 1 
 Page 2 – Section 2 (if indicated) 

 Physical Examination Form 

 Page 3 – Initial all sections  Attach updated Immunizations 
 Sign and date all indicated areas  Chronic condition Plans (if indicated) 

 



 
 
 
 
 
 
 

  
 
 
 
 
 

 Paquete de Salud 
 

• Estudiantes nuevos: Este paquete de salud debe completarse como parte de su inscripción. 
• Estudiantes que regresan: Deben completer la sección para padres como se describe a continuación. 

Además, se recomienda que todos los estudiantes obtengan un examen físico actualizado anualmente. 
• Consulte la siguiente table para completer 

 
Padres 

Debe completer: 
Pediatra 

Debe completer: 
• Página 2 – Sección 1 
• Página 2 – Sección 2 (si se indica) 

• Formulario de examen físico 

• Página 3 – Escriba sus iniciales en todos las 
secciones 

• Adjunte las vacunas actualizadas 

• Firme y feche todos las áreas indicadas • Planes de condiciones crónicas (si se indica) 
 
  



 

 
 
 
 
 
 
 
SCHOOL 

 
 
 
 
 
 
 

GRADE 

 
 
 
 
 
 
 
STUDENT NAME 

 
  NJ STATE SPORTS PHYSICAL ENCLOSED***   

2022-2023 
KIPP Newark 

Physical Forms 
 
 
 
 
 
 
 
 
 
 
 
 

The forms in this packet must be completed by your child's doctor 
& the parent/guardian. 

 
Immunization records are due before the first day of school.  

This physical packet is due within 30 days from the first day of school. 
 

 
When submitting this form, we STRONGLY recommend that you submit it directly to the nurse’s office to ensure 

it does not get misplaced! 
 
 
 



 
 

Dear Parent/Guardian, 

A Letter from the Nurse 

 

We at KIPP NJ pride ourselves on delivering the best health care possible to every one of our 
scholars. It is our mission and joy in life to make sure that when your child walks into 
his/her school building, they are not only receiving a quality education, but they are safe, 
happy, and healthy as well! 
 
To achieve this goal of safe, happy, healthy scholars we need your help! 

 
All new incoming scholars are required to submit the KIPP NJ Physical form (which 
must have been completed less than 12 months ago) as well as an up to date 
immunization record. 

 

 
If you are having difficulty completing the above stated requirements, please note 
the following resources for your convenience: 

 

Immunization Resource: 
Newark Dept. of Child & Family Wellness  

110 William Street, Newark, NJ 07102 
973-733-7580 

 
If you have any questions or concerns about any of the documents that we require, 
please feel free to reach out to us. We would be more than happy to assist you in finding 
any resources or health services for your child! 
 
Love, 
The School Nurses 
 

 

KIPP SPARK Academy 973-481-0327 EXT 6 
KIPP THRIVE Academy  973-273-7272 EXT 6 
KIPP Seek Academy 973-481-7583 EXT 2 
KIPP Life Academy  973-705-3206 EXT 4 
KIPP Upper Roseville Academy  973-757-1480   
KIPP Truth Academy  973-757-1480   
KIPP TEAM Academy 973-705-8326 EXT 1 
KIPP Rise Academy  973-242-7473 EXT 4 
KIPP BOLD Academy 973-273-7272 EXT 6 
KIPP Newark Community Prep 973-757-1502   
KIPP Purpose Academy 973-757-1480   
KIPP Justice Academy  973-757-1501   
KIPP Newark Collegiate Academy 973-624-1622 EXT 4 
KIPP Newark Lab High School  973-757-1501   



 

KIPP NJ STUDENT HEALTH INFORMATION & RELEASE Parent/Guardian Consent Form

 
  Section 1: GENERAL INFORMATION   

 

Student’s Name Date of Birth    
 

Parent's Name    Parent's Phone Number     

 

May the School Nurse contact the student’s physician?   Yes   No May 
health information be released to the School Nurse?  Yes  No Does 
the student have health insurance?                                   Yes   No 

 

   Section 2: ALLERGIES   
 

FOOD ALLERGIES 
Please list any allergies and/or sensitivities 
examples: peanut butter, milk, eggs, shellfish, etc. 

MEDICINES 
Please list any allergies and/or sensitivities 
examples: penicillin, insulin, etc. 

 
 
 
 

BEE STINGS 
Is the student allergic to bee stings? 
 Yes   No 

POLLENS 
Please list any allergies and/or sensitivities 
examples: ragweed, mold, etc. 

 
 
 
    Section 3: OVER‐THE‐COUNTER MEDICATION & EMERGENCY TREATMENT   
I hereby give permission to KIPP NJ to administer medications to the above named student, as 
designated in the KIPP NJ Medical Standing Orders issued by the school physician. 

 

 
I agree that KIPP NJ and its employees are not to be held liable for giving medicine in accordance with this 
Authorization. I agree to hold harmless and indemnify KIPP NJ and all of its employees against any and all claims, 
damages, expenses, attorney's fees, suits, cause or causes of action which may be brought against the network or its 
employees in connection with giving such medicine. This Authorization shall be effective unless revoked by me in writing. 
intend to be legally bound by this Authorization. 

 

 
In the event a parent/guardian cannot be reached, I hereby give permission to KIPP NJ to obtain emergency medical 
treatment for the above named child, including X-Rays, and to release information pertaining to my child's health record, 
diagnosis, condition or health history, including subsequent diagnosis which could supplement this form. This information 
may be released by a properly authorized representative of the school responsible for my child during periods of time 
when the school nurse is unavailable or when the student is away from the school building (i.e. during field trips). 

 
 
   PARENT/GUARDIAN SIGNATURE   

 
 
 
 

Parent/Guardian Signature Date 
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KIPP NJ MEDICATION POLICY Parent/Guardian Consent Form 

 
  PRESCRIPTION MEDICATIONS   

 
All medications are to be administered by the school nurse. In the absence of trained medical personnel a sub nurse should be called 
to administer medication to students. The school nurse will be the one to delegate, educate, and train non-medical staff on how to 
give epinephrine only for cases of severe allergic reactions. 

 

In order for prescription medications to be given in school a written medication administration form must be completed by the 
physician that provides the name of the drug, dose, time it is to be taken, and the diagnosis or reason the medication is needed. The 
use of the Asthma Action Plan is the form to be completed for all students who are asthmatic. These forms will need to be completed 
upon each new school year. 

 
All prescription medications brought to school should be in their original container and appropriately labeled by the pharmacist. 
Parents must bring in and pick up all medications.  No medications will be released to students unless given written permission to do 
so by the parent. All medications not picked up by the last day of school will be discarded. 

Parent/guardian Initial:    
  OVER THE COUNTER MEDICATIONS   

 
The  only  over  the  counter  medications  that  will  be  provided  by  the  school  and  administered  in  school  will  be  the ones 
outlined  in  the  Standing  Medication  Orders  as  indicated  and  for  the  purpose  noted  by  the  KIPP  NJ  School  Physician. 
Medications for these conditions will only be given if an over the counter medication form is signed by the parent or guardian and is on 
file in the health  office.  Over  the  counter  medications  are  not  to  be  brought  in  to  school  unless  accompanied  by  a  written 
note from  their doctor  and must be signed by parent/guardian. 

 
No student is permitted to carry medication with them of any kind during the school day unless cleared by a doctor to self administer. In 
this case the student should still have a medication administration form on file and if possible back up medication in the health 
office. Physicians must also document that it is okay for student to carry own medication. Please note this allowance  is not applicable 
for elementary aged students. Parent/guardian Initial:    

  FIELD TRIPS   
 

Please be advised that the school nurse will not be accompanying the staff and students on field trips. Parents or guardians are 
responsible to ensure that their child receives their respective medications during the trip and are properly educated on the use of 
any prescribed medications or treatments that may be needed during this trip. Please note, teachers are not able to administer 
medications during field trips.  

Parent/guardian Initial:    
  HERBAL MEDICATIONS AND VITAMINS   
These types of medications will not be given in school without written documentation from the physician and signed by the parents. 

Parent/guardian Initial:    
  ROUTINE FIRST AID   

 
The district doctor will provide standing orders on a yearly basis for routine first-aid treatments and emergency medications as well 
as over-the-counter routine items including but not limited to eyewash, Bacitracin, Caladryl, Vitamin A & D Ointment, Sting wipes, 
Bactine, Burn gel, Band-Aid Antiseptic wash which will be used for routine first aid needs. Parent/guardian Initial:    

  OTHER GUIDELINES   
 

It will be the parent’s responsibility to supply the school with all prescribed medications and medical devices such as nebulizer tubing 
and mask, insulin syringes and needles. The school will provide the nebulizer. 

 
All given medications should be documented on the daily medication log whether emergency or routine. If a student has an IEP 
medications given should also be logged into SEMI. Any errors in the administration of medications should be reported to the district 
doctor so that corrective measures can be taken immediately. 

 
 
 
 

Parent/Guardian Signature Date 
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■   Preparticipation  Physical  Evaluation 

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic 
Society for Sports Medicine, and American Osteopathic Academy of Sports Medicine. Permission is granted to reprint for noncommercial, educational purposes with acknowledgment. 
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GENERAL QUESTIONS Yes No 
1. Has a doctor ever denied or restricted your participation in sports for 

any reason?   
2. Do you have any ongoing medical conditions? If so, please identify 

below: � Asthma   � Anemia   � Diabetes   � Infections 
Other:      

  

3. Have you ever spent the night in the hospital?   
4. Have you ever had surgery?   

HEART HEALTH QUESTIONS ABOUT YOU Yes No 
5. Have you ever passed out or nearly passed out DURING or 

AFTER exercise?   
6. Have you ever had discomfort, pain, tightness, or pressure in your 

chest during exercise?   
7. Does your heart ever race or skip beats (irregular beats) during exercise?   
8. Has a doctor ever told you that you have any heart problems? If so, 

check all that apply: 
□ High blood pressure � A heart murmur 
□ High cholesterol � A heart infection 
□ Kawasaki disease Other:     

  

9. Has a doctor ever ordered a test for your heart? (For example, ECG/EKG, 
echocardiogram)   

10. Do you get lightheaded or feel more short of breath than expected 
during exercise?   

11. Have you ever had an unexplained seizure?   
12. Do you get more tired or short of breath more quickly than your friends 

during exercise?   
HEART HEALTH QUESTIONS ABOUT YOUR FAMILY Yes No 
13. Has any family member or relative died of heart problems or had an 

unexpected or unexplained sudden death before age 50 (including 
drowning, unexplained car accident, or sudden infant death syndrome)? 

  

14. Does anyone in your family have hypertrophic cardiomyopathy, Marfan 
syndrome, arrhythmogenic right ventricular cardiomyopathy, long QT 
syndrome, short QT syndrome, Brugada syndrome, or catecholaminergic 
polymorphic ventricular tachycardia? 

  

15. Does anyone in your family have a heart problem, pacemaker, or 
implanted  defibrillator?   

16. Has anyone in your family had unexplained fainting, unexplained 
seizures, or near drowning?   

BONE AND JOINT QUESTIONS Yes No 
17. Have you ever had an injury to a bone, muscle, ligament, or tendon 

that caused you to miss a practice or a game?   
18. Have you ever had any broken or fractured bones or dislocated joints?   
19. Have you ever had an injury that required x-rays, MRI, CT scan, 

injections, therapy, a brace, a cast, or crutches?   
20. Have you ever had a stress fracture?   
21. Have you ever been told that you have or have you had an x-ray for neck 

instability or atlantoaxial instability? (Down syndrome or dwarfism)   
22. Do you regularly use a brace, orthotics, or other assistive device?   
23. Do you have a bone, muscle, or joint injury that bothers you?   
24. Do any of your joints become painful, swollen, feel warm, or look red?   
25. Do you have any history of juvenile arthritis or connective tissue disease?   

 

 
 

HISTORY  FORM 
(Note: This form is to be filled out by the patient and parent prior to seeing the physician. The physician should keepa copy of this form in the chart.) 

Date of Exam     
 

Name      
 

Date of birth     
 

Sex     
 

Age      
 

Grade     
 

School Sport(s)     
 

Medicines and Allergies: Please list all of the prescription and over-the-counter medicines and supplements (herbal and nutritional) that you are currently taking 
 
 
 
 

Do you have any allergies? � Yes    � No    If yes, please identify specific allergy below. 
□ Medicines � Pollens � Food � Stinging Insects 

 
Explain “Yes” answers below. Circle questions you don’t know the answers to. 

 

MEDICAL  QUESTIONS Yes No 
26. Do you cough, wheeze, or have difficulty breathing during or 

after exercise?   
27. Have you ever used an inhaler or taken asthma medicine?   
28. Is there anyone in your family who has asthma?   
29. Were you born without or are you missing a kidney, an eye, a testicle 

(males), your spleen, or any other organ?   
30. Do you have groin pain or a painful bulge or hernia in the groin area?   
31. Have you had infectious mononucleosis (mono) within the last month?   
32. Do you have any rashes, pressure sores, or other skin problems?   
33. Have you had a herpes or MRSA skin infection?   
34. Have you ever had a head injury or concussion?   
35. Have you ever had a hit or blow to the head that caused confusion, 

prolonged headache, or memory problems?   
36. Do you have a history of seizure disorder?   
37. Do you have headaches with exercise?   
38. Have you ever had numbness, tingling, or weakness in your arms or 

legs after being hit or falling?   
39. Have you ever been unable to move your arms or legs after being hit 

or falling?   
40. Have you ever become ill while exercising in the heat?   
41. Do you get frequent muscle cramps when exercising?   
42. Do you or someone in your family have sickle cell trait or disease?   
43. Have you had any problems with your eyes or vision?   
44. Have you had any eye injuries?   
45. Do you wear glasses or contact lenses?   
46. Do you wear protective eyewear, such as goggles or a face shield?   
47. Do you worry about your weight?   
48. Are you trying to or has anyone recommended that you gain or 

lose weight?   
49. Are you on a special diet or do you avoid certain types of foods?   
50. Have you ever had an eating disorder?   
51. Do you have any concerns that you would like to discuss with a doctor?   
FEMALES ONLY   
52. Have you ever had a menstrual period?   
53. How old were you when you had your first menstrual period?  
54. How many periods have you had in the last 12 months?  

Explain “yes” answers here 
 
 
 
 
 
 
 
 
 
 

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct. 
 

Signature of athlete      
 

Signature of parent/guardian    
 

Date    



■   Preparticipation  Physical  Evaluation 
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THE ATHLETE WITH SPECIAL NEEDS: SUPPLEMENTAL 
HISTORY FORM 

 
Date of Exam     

 
Name      

 
Date of birth     

 
Sex     

 
Age      

 
Grade     

 
School Sport(s)     

 
1. Type of disability 
2. Date of disability 
3. Classification (if available) 
4.  Cause of disability (birth, disease, accident/trauma, other) 
5. List the sports you are interested in playing 

 Yes No 
6. Do you regularly use a brace, assistive device, or prosthetic?   
7. Do you use any special brace or assistive device for sports?   
8. Do you have any rashes, pressure sores, or any other skin problems?   
9. Do you have a hearing loss? Do you use a hearing aid?   

10. Do you have a visual impairment?   
11. Do you use any special devices for bowel or bladder function?   
12. Do you have burning or discomfort when urinating?   
13. Have you had autonomic dysreflexia?   
14. Have you ever been diagnosed with a heat-related (hyperthermia) or cold-related (hypothermia) illness?   
15. Do you have muscle spasticity?   
16. Do you have frequent seizures that cannot be controlled by medication?   

Explain “yes” answers here 
 
 
 
 
 
 
 

Please indicate if you have ever had any of the following. 
 

 Yes No 
Atlantoaxial instability   
X-ray evaluation for atlantoaxial instability   
Dislocated joints (more than one)   
Easy bleeding   
Enlarged spleen   
Hepatitis   
Osteopenia or osteoporosis   
Difficulty controlling bowel   
Difficulty controlling bladder   
Numbness or tingling in arms or hands   
Numbness or tingling in legs or feet   
Weakness in arms or hands   
Weakness in legs or feet   
Recent change in coordination   
Recent change in ability to walk   
Spina bifida   
Latex allergy   

 
Explain “yes” answers here 

 
 
 
 
 
 
 
 

I hereby state that, to the best of my knowledge, my answers to the above questions are complete and correct. 
 

Signature of athlete      Signature of parent/guardian    Date    



■   Preparticipation  Physical  Evaluation 
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I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and 
participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If condi- 
tions arise after the athlete has been cleared for participation, the physician may rescind the clearance until the problem is resolved and the potential consequences are completely 
explained to the athlete (and parents/guardians). 

 
  

 

PHYSICAL EXAMINATION FORM 
Name      

PHYSICIAN  REMINDERS 
1. Consider additional questions on more sensitive issues 

• Do you feel stressed out or under a lot of pressure? 
• Do you ever feel sad, hopeless, depressed, or anxious? 
• Do you feel safe at your home or residence? 
• Have you ever tried cigarettes, chewing tobacco, snuff, or dip? 
• During the past 30 days, did you use chewing tobacco, snuff, or dip? 
• Do you drink alcohol or use any other drugs? 
• Have you ever taken anabolic steroids or used any other performance supplement? 
• Have you ever taken any supplements to help you gain or lose weight or improve your performance? 
• Do you wear a seat belt, use a helmet, and use condoms? 

2. Consider reviewing questions on cardiovascular symptoms (questions 5–14). 

 
 

Date of birth     

 

EXAMINATION 
Height Weight � Male    � Female 
BP / ( / ) Pulse Vision R 20/ L 20/ Corrected    � Y □ N 
MEDICAL NORMAL ABNORMAL FINDINGS 
Appearance 
• Marfan stigmata (kyphoscoliosis, high-arched palate, pectus excavatum, arachnodactyly, 

arm span > height, hyperlaxity, myopia, MVP, aortic insufficiency) 
  

Eyes/ears/nose/throat 
• Pupils equal 
• Hearing 

  

Lymph nodes   
Heart a 

• Murmurs (auscultation standing, supine, +/- Valsalva) 
• Location of point of maximal impulse (PMI) 

  

Pulses 
• Simultaneous femoral and radial pulses   
Lungs   
Abdomen   
Genitourinary (males only)b   
Skin 
• HSV, lesions suggestive of MRSA, tinea corporis   
Neurologic c   
MUSCULOSKELETAL   
Neck   
Back   
Shoulder/arm   
Elbow/forearm   
Wrist/hand/fingers   
Hip/thigh   
Knee   
Leg/ankle   
Foot/toes   
Functional 
• Duck-walk, single leg hop   

aConsider ECG, echocardiogram, and referral to cardiology for abnormal cardiac history or exam. 
bConsider GU exam if in private setting. Having third party present is recommended. 
cConsider cognitive evaluation or baseline neuropsychiatric testing if a history of significant concussion. 

 
□ Cleared for all sports without restriction 

□ Cleared for all sports without restriction with recommendations for further evaluation or treatment for      
 
 

□ Not cleared 

□ Pending further evaluation 

□ For any sports 

□ For certain sports      

Reason Recommendations      
 

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent clinical contraindications to practice and 
participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office and can be made available to the school at the request of the parents. If conditions 
arise after the athlete has been cleared for participation, a physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained   
to the athlete (and parents/guardians). 
Name of physician, advanced practice nurse (APN), physician assistant (PA) (print/type)  Date            of            exam    

Address Phone    

Signature of physician, APN, PA        



■   Preparticipation  Physical  Evaluation 
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CLEARANCE FORM 
 

Name Sex   M     F    Age Date of birth    
 
 Cleared for all sports without restriction 

 
 Cleared for all sports without restriction with recommendations for further evaluation or treatment for      

 
 
 Not cleared 

 
 Pending further evaluation 

 
 For any sports 

 
 For certain sports     

Reason Recommendations      

 
 
 
 
 
 
 
 

EMERGENCYINFORMATION 
 

Allergies      
 
 
 
 
 
 
 
 

Other information       
 
 
 
 
 
 
 

 
 

I have examined the above-named student and completed the preparticipation physical evaluation. The athlete does not present apparent 
clinical contraindications to practice and participate in the sport(s) as outlined above. A copy of the physical exam is on record in my office 
and can be made available to the school at the request of the parents. If conditions arise after the athlete has been cleared for participation, 
the physician may rescind the clearance until the problem is resolved and the potential consequences are completely explained to the athlete 
(and parents/guardians). 

 
Name of physician, advanced practice nurse (APN), physician assistant (PA)  Date      

Address Phone      

Signature of physician, APN, PA      

Completed Cardiac Assessment Professional Development Module 

Date Signature   
 

©2010 American Academy of Family Physicians, American Academy of Pediatrics, American College of Sports Medicine, American Medical Society for Sports Medicine, American Orthopaedic 
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Please have your child's doctor complete the 
following attached forms if your child has: 

 
 
 

1. Asthma 
2. Food Allergies 
3. Seizure Disorder 
4. Requires any kind of medication during school hours 

 
 
 
 
 

A doctor must sign all forms that apply. 
 



 

  



 

 

  



 

 



 

 

 



 

 

 
 

 

 
CONTACT INFORMATION: 

 

Youth Seizure Action Plan 
 

Student’s Name: School Year:   
School: Grade: Classroom:    
Parent/Guardian Name: Tel. (H):  (W): (C):   
Other Emergency Contact: Tel. (H):  (W): (C):   
Child’s Neurologist: Tel:  Location:    
Child’s Primary Care Dr.: Tel:  Location:    
Significant medical history or conditions: 

 
SEIZURE INFORMATION: 
Seizure Type Length Frequency Description 

 

    

    

 

Seizure triggers or warning signs:    
 

Response after a seizure:    
 
 
 

TREATMENT PROTOCOL: (include daily and emergency medications) 
 

Emergency 
Medication Med? 

Dosage & Time 
of Day Given 

Route of 
Administration Common Side Effects & Special Instructions 

 □    

 □    

 □    

 

Does child have a Vagus Nerve Stimulator (VNS)? YES   NO 
If YES, describe magnet use   

 
BASIC FIRST AID, CARE & COMFORT: 
Please describe basic first aid procedures:     

 
 
 

Does person need to leave the room/area after a seizure? YES NO 
If YES, describe process for returning:     

 
Basic seizure first aid: 
 Stay calm & track time 
 Keep person safe 
 Do not restrain 
 Do not put anything in mouth 
 Stay with person until fully conscious 
 Record seizure in log 
For tonic-clonic (grand mal) seizure: 
 Protect head 
 Keep airway open/watch breathing 
 Turn person on side 



 

 

 
 

 

 
EMERGENCY RESPONSE: 
A “seizure emergency” for this person is defined as:    

 
 
 

Seizure Emergency Protocol: (Check all that apply and clarify below) 
Call 911 for transport to    
Notify parent or emergency contact 
Notify doctor 
Administer emergency medications as indicated below 
Other   

 

Youth Seizure Action Plan 
 
 

A seizure is considered an emergency when: 
 A convulsive (tonic-clonic) seizure lasts 

longer than 5 minutes 
 There are repeated seizures without 

regaining consciousness 
 It’s a first-time seizure 
 The person is injured or has diabetes 
 The person has breathing difficulties 
 The seizure is in water 

 
SEIZURE INFORMATION: 

 
 

1. When was your child diagnosed with epilepsy?   
2. How often does your child have a seizure?   
3. Has there been any recent change in your child’s seizure patterns?   YES NO 

If YES, please explain:   
4. How do other illnesses affect your child’s seizure control?   
5. What should be done when your child misses a dose?   

(Refer to physician care plan) 
 

SPECIAL CONSIDERATIONS & PRECAUTIONS: 
Check any special considerations related to your child’s epilepsy while at school. (Check appropriate boxes and describe 
the impact of your child’s seizures or treatment regimen) 

 General health: 
 Physical functioning: 
 Learning: 
 Behavior: 
 Mood/coping: 

 

 Physical education (gym)/sports: 
 Recess: 
 Field trips: 
 Bus transportation: 

 Other:   
 

GENERAL COMMUNICATION ISSUES: 
What is the best way for us to communicate about your child’s seizure(s)?:     
Does school personnel have permission to contact your child’s physician? YES NO 
Can this information be shared with classroom teacher(s) and other appropriate school personnel?  YES  NO 

Parent Signature: Date:  Dates Updated _,    

 

Physician Signature: Date:   
 
 

Once this Seizure Action Plan has been filled out, take a copy for the school nurse to keep. 
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